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MYOKINEMATIC RESTORATION – HOME STUDY 

Study Guide 
 

IMPORTANT TERMS & CONCEPTS: 

 Left AIC  

o Left Anterior Interior Chain Pattern 

o Page vi and vii 

 FA vs. AF 

o Femur moving on the Acetabulum vs. Acetabulum moving on the Femur 

o Page 29, 30 

 FA IR vs. AF IR 

o Femoral Acetabular Internal Rotation vs. Acetabular Femoral Internal Rotation 

o Page 29, 30, 32 

 FA ER vs. AF ER 

o Femoral Acetabular External Rotation vs. Acetabular Femoral External Rotation 

o Page 29, 30, 32 

 Hemilordosis 

o Unilateral lordosis (Left AIC pattern = left hemilordosis) 

o Page 12 

 IC Adductor (ischiocondylar portion of the adductor magnus) 

o Page 16, 17, 19, 20 

 “hole control”  

o Defined: functional control of the pelvic outlet and the obturator foramen 

o Page 46, 47 

 “ligamentous muscle”  

o Defined: using a specific muscle to work agonistically with a compromised 

ligament to functionally make up for its lack of integrity  

o Page 3, 5 

 

PRI ASSESSMENT TESTS  

 Adduction Drop Test 

o Page 32, 33, 34  

 Extension Drop Test 

o Page 32, 33, 34 

 Lower Trunk Rotation Test 

o Page 32, 33, 37 

 Hruska Adduction Lift Test  

o Page 32, 33, 37  

 Hruska Abduction Lift Test  

o Page 32, 33, 39  

 

ANATOMY 

Muscular Structures of the Pelvis 

 Internal & External Femoral Rotators 

o Page 15, 17 
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 Lower Half Pelvic Musculature (Gluteus Maximus, Levator Ani, Coccygeus, 

Pubococcygeus, Adductors, Obturators) 

o Page 2 and 31 

 Upper Half  Pelvic Musculature (Piriformis, Gluteus Maximus, TFL, Psoas) 

o Page 2 and 31 

 

Ligaments 

 Sacroiliac Ligaments (anterior/posterior) 

o Posterior ligaments: Interosseous, Long Dorsal, Sacrotuberous  

o Anterior ligaments: Iliolumbar, Sacrospinous 

o Page 1, 2  

 Femoral Acetabular Ligaments 

o Iliofemoral, Pubofemoral, Ischiofemoral 

o Page 4 

 

 

RECOMMENDED READING:   

Hruska, R. Pelvic stability influences lower extremity kinematics. Biomechanics, June 1998.  

Article can be found at www.posturalrestoration.com. Click on “Resources” then “Articles”. 

 

QUESTIONS? 

Please call or email us with any questions you may have about this course. 

Toll free 888.691.4583 

Email info@posturalrestoration.com 

 

http://www.posturalrestoration.com/
mailto:info@posturalrestoration.com


Evidence-Based Practice (EBP) and PRI 
Lucy Yu, PT, DPT 

 

Why we should care 
“Within the PT profession, the call for a commitment to EBP has gradually become more strident and has 

corresponded with similar ongoing efforts in other health care professions. Many PT professional organizations 

have identified EBP as a priority. Numerous authors have stated that physical therapists have a moral, 

professional, and ethical obligation as professionals to provide evidence based service and to move away from 

interventions based solely on anecdotal testimonies, expert opinion, or physiologic rationale. The ultimate goal 

of this increased emphasis on using evidence to guide practice is to build a body of knowledge that supports the 

effectiveness of that practice. As Harris noted, ‘It is high time for physical therapists to ensure that the 

treatments they are endorsing and providing for their clients are based on the strictest rules of experimental 

design and scientific evidence.’”
1
 

 

The most common definition of EBP has 3 components, all of which are consistent with the PRI 

approach: “Integration of the best research evidence with clinical expertise and patient values”.
2
 

 

Regarding patient values 

 Patients appreciate less frequent therapy visits, having the cause of their issues resolved, avoiding 

surgery or medications, and potentially preventing future health problems. 

Regarding clinical expertise 

 Often overlooked is that the clinical expertise component should be strongly tied to patient 

outcomes because experience does not necessary equate with efficacy. 

Regarding research evidence
3-8

 

 This is only ONE of three components of EBP. It is no more important than the other two. 

 Randomized controlled trials (RCTs), studies in which patients are either assigned to groups that 

do or do not receive an intervention, are regarded to be of high quality along a hierarchy of level of 

evidence. However, applying RCT findings to clinical decisions can be challenging. 

o Internal validity is the degree to which the results of an intervention were caused by the 

intervention alone or something else and is related to how well researchers were able to 

control for extraneous variables. 

 Although the RCT design attempts to control threats to internal validity with 

random selection of subjects, random assignment to groups, blinding, and the use of 

control and intervention groups with similar baseline characteristics, RCTs for PT 

interventions tend to be replete with confounding factors that weaken internal 

validity. A common major threat to internal validity is the underlying pattern of 

neuromuscular imbalance of the study subjects, an unappreciated and uncontrolled 

variable in published RCTs. 

 Internal validity for any RCT would be strengthened if all participants could 

maintain neutral positioning prior to group assignment. 

 Researchers should be aware that many interventions may be more effective if 

patients are first repositioned to better receive them. Neutrality is a starting point, 

not treatment, and it should be a starting point for many types of therapy, not just 

those based on PRI techniques. 

o External validity is the degree to which results of a study can be generalized to patients 

outside the experimental situation. 

 It is a common practice when conducting an RCT to strive to enroll a homogeneous 

population of subjects with as little variability as possible by following stringent 

inclusion and exclusion criteria so that the study findings will be more likely to 

produce statistically significant results. Unfortunately, this stringency can limit 

external validity by making it more difficult to generalize the results to the specific 

patients that clinicians treat. Never is there a group of subjects studied who are all 

exactly like an individual patient being treated. 



 Clinicians often perceive that this methodology diminishes the clinical relevance of 

much of the published research for PT interventions. 

 In contrast, PRI is an approach that is effective for a heterogeneous population of patients. 

The fact that PRI principles and techniques can be applied to a wide variety of conditions in 

patients of all ages is what makes the science of PRI so powerful. 

 PRI therapists in every day practice use the A-B-A single subject experimental design (also 

called a withdrawal design or within-subject comparison) not only to inform patients but also to 

build upon their own clinical expertise, thus fostering all three components of EBP. 

o In an A-B-A design a treatment variable is introduced and then withdrawn. During the first 

“A” phase a baseline measurement of the dependent variable(s) is obtained through PRI 

testing. In the “B” phase an intervention is introduced, the patient is retested, and any 

changes in the dependent measure are noted. The strength of this type of research design 

lies in the second “A” phase, when the intervention is withdrawn. If the intervention leads 

to improvement with a return to the baseline level after it is withdrawn, one can conclude 

with a high degree of certainty that the intervention was the factor causing the change 

during the “B” phase, especially if the change is large (as determined by PRI testing) and 

immediate (which eliminates the possibility of change due to passing of time). Support for 

the sole influence of an intervention is also convincing when large and immediate changes 

occur in A-B designs where the second “A” phase is not conducted. 

o Importantly, the A-B-A study design utilizes the best control subject for a particular patient, 

which is the patient himself or herself. 

o The internal validity of this design is strong because it is highly unlikely that confounding 

factors would coincidentally occur at both the onset and the cessation of the intervention. 

o Although only one subject at a time is being studied in an A-B-A design, it is different from 

a case report or case series design for which the management of a patient is described 

without controls that would minimize the possibility of the influence of variables other than 

the intervention on the results. 

o Since therapy sessions typically end with an intervention phase, the process would be 

considered an A-B-A-B design if the dependent measure is tested again after the final 

intervention. If a different intervention is used for comparison, it would be labeled 

alphabetically and sequentially, i.e. A-B-A-C. 

o A plan of care involving a home exercise program that replicates the intent of an 

intervention would ideally result in a more persistent carryover effect than might be seen 

after a single PT session. 

 The A-B-A design as a clinical decision-making tool allows for systematic, objective testing and 

retesting to be conducted during daily clinical PRI practice in order to rule in and rule out causes of 

pain and dysfunctional movement. The results can be immediately applied to direct a treatment 

plan that addresses each individual patient’s specific needs. 

 Are there any other physical therapy approaches for which A-B-A experiments can be 

routinely conducted with every patient to guide clinical decisions? 
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Associated Osteokinematic and Arthrokinematic Positions                
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